Twenty-five patients with ingrowing toenails were treated conservatively by inserting cotton wool under the ingrowing nail edge. Seventy-nine percent were relieved of their symptoms after follow up for a mean of 23.7 weeks. Thirty-six percent had a history of previous surgery to the nail, 75% of whom had a good or excellent result.
Introduction
Ingrowing toenails are common and cause considerable morbidity. Treatment ranges from changing footwear to complete ablation of the nail bed. Nail bed ablation causes permanent disfigurement that is unacceptable to many people. It requires an anaesthetic, usually treatment in hospital and carries its own morbidity. Incomplete ablation may occur. Many use this permanent procedure as the first line ofmanagement without trying simpler remedies. The present study was conducted to assess the efficacy of conservative treatment of ingrowing toenails as a simple outpatients procedure.
Patients and methods
All patients with ingrowing toenails who presented in one year to a general surgical outpatient clinic at a district general hospital were treated conservatively. They were followed up for between 2 and 56 weeks, with a mean of 23.7 + 14.3 (mean + s.d.).
Twenty-one of the 25 patients presented with pain. Other symptoms included bleeding and discharge.
The duration of symptoms ranged from two months to several years.
All patients were instructed to wear loose-fitting shoes or sandals whenever possible. The nail was cut straight across, leaving the corners untrimmed ( Figure 1A ). The ingrowing edge was then elevated with a small piece of cotton wool packed under the free corner of the nail with a pair of sharp forceps ( Figure 1B ). The granulation tissue overlying the ingrowing nail edge was cauterized with a silver nitrate stick ( Figure lc ). (Patients were warned that silver nitrate discolours the nail.) The patient was instructed to repeat the cotton wool insertion and the silver nitrate cautery once or, if-necessary, twice a day. Patients were seen again in three weeks, then at three-monthly intervals. Although they were seen in the clinic, in order to avoid bias a questionnaire was circulated to all patients at the end of the study and the success of the treatment was assessed by questionnaire in all except 3 patients.
Results
The patients ranged in age from 10 to 79 years with a mean age of 28 years ( Figure 2 ). There were 18 men (mean age 21 years) and 7 women (mean age 41 years) giving a ratio of 2.5:1. Twenty-five patients were studied. Nine (36%) had a past history of previous surgery (4 had one avulsion, 3 had two avulsions and 2 had wedge resections). One patient failed to attend for-follow up and he had had previous surgery. Of the remaining 8 patients, 6 were free of symptoms at the end of the study and the other 2 were improved.
In all, 19 patients (79%) had a good or excellent result, 3 (13%) were improved and 2 (8%) were unchanged.
Patients found the technique simple and compliance was good. The time taken for patients to obtain relief ranged from one day to six months. Yet this technique is not widely used, perhaps because surgical treatment is thought to have a better outcome. One recent review did not even mention this method6. However, published data on the success of surgical techniques show that there is a 63-86% recurrence after simple avulsion of the nail. The recurrence after wedge resection is 16-0% and even 16-32% of total nail bed ablations have recurrent problems" 7-9. Most authors suggest that recurrence is often due to poor operative technique, but nonetheless these figures probably reflect the current practice in most hospitals where such procedures are not necessarily being performed by experts. The 1.7% recurrence rate reported by Gabriel and colleagues'0 was probably only possible because all 528 patients in the study were operated on by one surgeon, which cannot apply in the Health Service. In the light of such high recurrence rates after surgical treatment, methods of conservative management such as the one described here are preferable" , particularly since they are just as successful. If this technique fails, the patient may still be offered surgical treatment.
A recent study using cryotherapy reported a 64% success rate with a method described as being cheap and easy'2. Yet we achieved a 79% success rate using a method that required no special apparatus and which may be carried out in the community under the guidance of general practitioners, district nurses or chiropodists, without need for referral to hospital.
This method relies on the patient's ability to learn a simple technique and to use it consistently, and the compliance of the majority of our patients was good. It is therefore recommended that initially ingrowing toenails should be managed conservatively. Surgery is only appropriate in patients who are unable or unwilling to comply with a conservative regimen or in whom this has failed.
Ingrowing toenails present commonly in the young, which suggests that people outgrow the tendency to develop the condition, and for this reason conservative treatment should be the method of choice in young patients.
This study demonstrates that the treatment of this condition, euphemistically called onychocryptosis'3, can be successfully managed in an outpatient department and need not contribute to the considerable National Health Service operating waiting lists.
